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Infectious notifiable diseases constantly remain a public health challenge in many countries 
especially in low-and-middle-income-countries. Notifiable diseases which require mandatory 
reporting plays a significant role in planning for disease prevention and control within the public 
health system. Environmental health practitioners (EHPs) are regulatory authorities in the 
Department of Health responsible for reporting and investigation of notifiable diseases at local 
community level or primary public health response (District). It is in this regard that a need for 
this type of research to be done to determine whether EHPs comply with the regulations defining 
their scope of practice. 
The aim of this study was to assess the knowledge, attitude and practices (KAP) on notifiable 
diseases amongst registered EHPs. Furthermore, the study sought to describe factors that might 
impact on KAP and identify gaps and opportunities in the notifiable surveillance system within 
the City of Johannesburg. Lastly, to highlight the role of EHPs in the notifiable surveillance 
system. 
A quantitative approach and descriptive cross-sectional study was used to assess and determine 
the knowledge, attitude and practices of notifiable diseases amongst the participants. 
Environmental health practitioners that are responsible for municipal health services (MHS) were 
randomly selected from the different regions in the City of Johannesburg. Data was collected using 
a structured self-administered questionnaire and it was piloted before commencing with the actual 
study. The study was granted scientific merit, ethical clearance from relevant authorities and other 
ethical consideration were observed throughout the study. Data was captured and analysed using 
the Statistical Package Social Science (SPSS) programme. 
There were 135 HPCSA registered EHPs that took part in the study. Region D and G had the 
highest respondents with 22 EHPs completing the questionnaire.78.5% indicated that they had 
received informal training on notifiable diseases and its concepts. 64 EHPs that were able to define 
notifiable disease correctly, while 83.7% of the participants were able to identify non-notifiable 
disease. Majority (n=112;83%) of the participants believe environmental health role is critical for 
adequate notifiable disease surveillance. 89% believe that there is a need for specialized training 
on notifiable disease surveillance. 90 (66.7%) participants reported to have conducted an outbreak 
surveillance or investigation related to notifiable diseases. Yet, 97 (71.9%) have never reported a 
notifiable disease after conducting an inspection or attending a complaint. There was a relationship 
found between some of the socio-demographic variables such as age and qualification (r = -0.171; 
p = 0.047). There was a correlation between a few socio-demographic and knowledge. Lastly, 
attitude was influenced by the age of participants (r = .0.248; p = 0.004).  
ii 
The results of the study indicate a good knowledge of EHPs, however, there was some identified 
knowledge gaps, practices and inconsistencies. A positive attitude towards disease surveillance 
was noted with EHPs requests for continuous training. These results could facilitate a knowledge 
and improvement programme that includes a structured training programme and the establishment 
of standard operating procedures. Lastly, the result of the study cannot be generalized to the rest 
of the country as the approach rendering of MHS is not standardized. Hence, the recommendation 
of a national survey on the similar phenomena or topic should be considered. 
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ORIENTATION OF THE STUDY 
 
1.1 INTRODUCTION 
This chapter provides a description, outline and background information of the complete study.  
Disease surveillance and notification are important in the prevention and control of diseases, 
however, reporting that is inaccurate and delayed have led to many public health challenges. 
Health professionals are required to accurately report on notifiable diseases, hence their knowledge 
and practices are important. Proper feedback to provincial level and other upper structures is 
critical to ensure that public health response is activated to control the outbreak of disease or 
disseminate information/education to all stakeholders regarding disease prevention or outbreaks. 
 
In South Africa, the notification of diseases is based on the Health Act, 1977 (Act No. 63 of 1977). 
The list of notifiable diseases in the National Health Act (Act No. 61 of 2003) is in the process of 
being revised, however, it poses challenges of not explicitly mentioning the notifiable disease 
systems in all levels of Government. The National Department of Health manages and monitors 
the notification system for detecting and reporting notifiable diseases. This includes ensuring 
reliable and accurate reporting of health statistics which are collected and collated for health policy 
and planning (Department of Health, 2011). 
 
EHPs play a key role in the prompt and appropriate response in the reporting of notifiable diseases, 
hence the government has a legal and ethical jurisdictional obligation to the community they serve. 
The chapter, describes and highlights the role of governance, namely environmental health 
practitioners (EHPs) in disease surveillance and provides the rationale behind the study.  
 
1.2 BACKGROUND 
Notifiable diseases refer to specific diseases that can cause outbreaks leading to fatalities and are 
therefore required to be reported on (NICD, 2020). In South Africa the diseases are outlined in the 
International Health Regulations (IHR, 2005) and the National Health Act (Act No. 61 of 2003), 
to implement the necessary interventions to control outbreaks of diseases. Notifiable diseases vary 
between countries due to the disease profiling, disease burden and socio-economic circumstances 
in the country. Needless to the different list of notifiable diseases by each country, the World 
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Health Organisation (WHO) calls for “effective public surveillance” to prevent disease outbreaks 
and epidemics. 
Countries don’t often have the necessary infrastructure for the identification of disease outbreaks 
in real-time or at the onset of the disease (Wilson and Brownstein, 2009). It is therefore imperative 
that studies should be conducted to assess the knowledge and practices of health workers to 
identify and address gaps.  
 
1.2.1 Surveillance and reporting of notifiable diseases 
Reporting of notifiable disease refers to a surveillance wherein health professionals report diseases 
that are selected as “notifiable” to the health authorities at the time of diagnosis (Wagner, Moore 
and Aryel, 2006). The reporting of notifiable diseases is mandatory in terms of Government 
legislation and varies in all countries. With the emergence and re-emergence of infectious diseases, 
it has become increasingly important for diseases to be reported timeously. Under-reported 
diseases obscures the actual disease burden and prevents accurate estimates of diseases (Sarti et 
al., 2016). The researchers go on to add that routine monitoring and surveillance, especially 
diseases such as dengue haemorrhagic fever in prevalent countries, is critical so that diseases could 
be monitored for the prevention of further outbreaks. Key decision-makers can also be afforded 
an opportunity to make the correct decisions if the information is provided timeously.  
 
For disease surveillance to be ideal, it is dependent on how health authorities comply with disease 
notification procedures (Benson et al, 2018).    Well performing disease surveillance systems can 
identify and address the disease burdens and have the necessary approaches for effective control 
measures.  The surveillance of notifiable diseases therefore requires the efficient collection and 
collation of data for authorities to protect against public health threats as well as provide for rapid 
detection and early warning signals to disease outbreaks. Health authorities can therefore 
necessitate public health interventions in curbing the spread of diseases. In order to improve 
perform disease surveillance, surveillance systems must be analysed and evaluated from time to 
time (Weber, 2007). The WHO also supports that surveillances systems should also be assessed 
intermittently to assess the quality of systems (WHO, 2017) which could be enhanced with 
reinforcement of continuous efforts.  
 
1.2.2 Role of Environmental Health in notifiable disease surveillance 
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Environmental health play a key role in the surveillance and control of notifiable diseases and 
early identification of outbreaks. Section 5 of the regulation defining the scope of practice for 
EHPs (South Africa, 2009) state their functions as: 
 Health and hygiene promotion aimed at prevention of environmentally induced diseases 
and related communicable diseases; 
 Collection analyses and dissemination of epidemiological data and information; 
 Using the Participatory Hygiene and Sanitation Transformation (PHAST) training 
approaches and any other educational training programmes or approaches for effectual 
control measures at the community level; 
 Conducting epidemiological surveillance of diseases; establishing an effective 
environmental health environmental health surveillance and information system within the 
different spheres of governance; 
 Establishment of effective Environmental Health Surveillance and Information System 
and; 
 Develop environmental health measures with protocols reference to epidemics, 
emergencies, diseases and migrations of population. 
Environmental health have an important role in the collection of epidemiological data in order to 
monitor patterns of disease and develop targeted interventions to control of prevent the occurrence 
of diseases. Epidemiological information is analysed to address disease burden and communicate 
with the relevant stakeholders.  
Figure 1.3 below indicates the framework of reporting of notifiable diseases. Health care workers 
are obligated to report any notifiable disease to the legal health authorities. The diagram (figure 
1.3) shows the level of reporting wherein once a disease is reported to the local authority, it is then 
reported to the district, and then to provincial level and finally to the NDoH. 
 
The EHPs in this study report in the sub-district level (Local Municipality) where information is 
obtained and collated from their health facilities. The appropriate environmental health measures 





Figure 1.3 Diagram of the South African Notifiable Disease Surveillance System (Benson, et al., 
2016).  
 
1.2.3 Social determinants that contribute to communicable disease outbreaks 
According to Prüss-Üstün and Corvalán (2006), approximately one-quarter of the global disease 
burden is as a result of environmental risk factors and 23% of all deaths can be attributed to 
environmental factors. The global disease burden due to these environmental risk factors is seen 
to be higher in developing or impoverished countries than the developed countries. 
There are several factors that influence the spread of diseases and how it is transmitted between 
people. Environments that are not conducive for living conditions have the highest prevalence of 
infectious diseases. Inadequate sanitation, overcrowding and lack of infrastructure contribute to 
the emergence of diseases such as tuberculosis, cholera, typhoid, and plague (Heymann, 2006). 
Diarrhoeal diseases are often linked to poor sanitation and hygiene conditions, and unsafe food. 
These factors are the major contributors that result in the billions of annual diarrhoea cases that 
occur (McDermott and Grace, 2012). Prüss-Üstün and Corvalán (2006) report that diarrhoea and 
5 
respiratory infections which are immensely related to poor environmental conditions are among 
the biggest killers of children under the age of five years. 
Overcrowding, an environmental condition, leads to an increase in the transmission rate of diseases 
such as measles and other respiratory diseases that are easily spread between close inhabitants 
(Hammer et al., 2018). 
The environment influences the health of populations and evidence suggests that associated risk 
factors in the environment have the potential of contributing in preventable communicable 
diseases. A systematic approach of efficacy, early detection, reliable and timeous reporting of 
diseases is therefore of importance. Knowledge and practices hence become essential in the 
systematic reporting of diseases. Training to improve on knowledge and practices was identified 
as a key factor that assisted in the control of Ebola virus disease in Liberia (Andze et al., 2011). 
The Liberian health workers were adequately capacitated with core skills on integrated disease 
surveillance activities.  
1.3 PROBLEM STATEMENT  
The South African Department of Health identified a gap in the collection of health statistics, 
which was seen as fragmented (Department of Health, 2011). Statistics for diseases are collected 
differently in each facility, district, and province. A key function of the Department of Health for 
notifiable diseases in terms of the National Health Act 61, of 2003, is to ensure that reliable and 
timely information for notifiable diseases is collated (National Health Act, 2003). The findings of 
the study by Lebelo (2018) suggested that the communicable disease surveillance practices for 
EHPs in the Ekurhuleni Metropolitan Municipality were inadequate. The researcher further 
suggested that was a lack of standard operating procedures (SOPs) for communicable disease 
surveillance. There is a probability that the same problem may arise with the EHPs in the City of 
Johannesburg. According to anecdote evidence, EHPs practices when reporting and investigating 
notifiable disease is not consistent due to poor knowledge. Previous studies have shown that poor 
or lack of knowledge and attitude affects the way services are rendered for notifiable diseases. 
 
1.4 SIGNIFICANCE OF THE STUDY 
Surveillance of notifiable diseases is an important component of environmental health programs. 
Local health departments have a key role in the monitoring of disease trends and outbreaks. 
However, health professionals may not be fully equipped with the necessary tools and have 
insufficient resources for timely and appropriate responses in the event of an outbreak (Institute of 
Medicine and National Research Council, 2011). A cross-sectional survey conducted in three 
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provinces of South Africa found that the compliance of health care workers with the surveillance 
of notifiable disease surveillance was below the required standards (Benson et al., 2018). The 
research study conducted in South Africa on communicable disease surveillance in the Ekurhuleni 
Metropolitan Municipality suggested that knowledge may be limited for effective disease 
surveillance and highlighted the importance of knowledge and training for EHPs on notifiable 
diseases (Lebelo, 2018). The study showed that there were inconsistent surveillance practices by 
EHPs on data collection and no active surveillance was done to ensure the prevention of outbreaks 
(Lebelo, 2018). Weber recommended evaluating the notifiable disease surveillance system 
regularly and where gaps are identified, training and support can be provided to health personnel 
who report on notifiable diseases (Weber, 2007). 
The National Environmental Health Policy sought to strengthen environmental hygiene programs 
in the prevention and reduction of the spread of diseases (National Environmental Health Policy, 
2013). According to the policy, the focus of the environmental health functions was on the 
enforcement of Acts, Regulations and by-laws, however, a development approach may be 
necessary to achieve a healthy environment. Research and development on environmental health 
needs should be prioritised to identify gaps and provide health information in the delivery of 
environmental health services and make recommendations. The knowledge, training and practices 
of EHPs are important factors for the effective surveillance of diseases. There are no studies that 
have been conducted on the knowledge of notifiable diseases amongst the EHPs in the City of 
Johannesburg including their attitude and practices. Exploring these aspects will guide the 
Department of Environmental Health to identify and address the gap for improvement of the 
surveillance and reporting of diseases. 
 
1.5 AIM AND OBJECTIVES  
The study aims to assess the knowledge, attitude and practices of EHPs in the City of Johannesburg 
on notifiable diseases surveillance system. 
The objectives of the study are: 
 To identify socio-demographic factors associated with knowledge, attitude and practices 
in this study. 
 To determine the knowledge and practices amongst EHPs on the notifiable disease 
surveillance systems in a metropolitan municipality; 
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 To describe the attitudes of EHPs towards the implementation of the notifiable disease 
surveillance systems in a metropolitan municipality; 
 To recommend identified gaps to improve the role of EHPs in the surveillance of notifiable 
disease. 
 
1.6 RESEARCH STRATEGY 
The research strategy that was in this study was quantitative to determine the knowledge, attitudes 
and practices of EHPs on notifiable diseases. The study was conducted at the City of Johannesburg 
which has 7 sub-districts namely Region A to G with a sample population of 135 EHPs. Data was 
collected using self-administered questionnaires that the EHPs were requested to complete. The 
study commenced after permission was granted by the City of Johannesburg Research Committee 
(Department of Environmental Health), and the University of Johannesburg Higher Degrees 
Committee with informed consent requested from each EHP participant. EHPs were informed of 
the study by the researcher in the form of an email with the inclusion of an information letter and 
consent forms. Ethical clearance was sought and granted by the University of Johannesburg, 
research ethics committee to conduct the study. A pilot study was conducted to test the validity 
and reliability of the questionnaire where the necessary corrections were made for the rest of the 
research participants. The study adhered to ethical considerations of permission, informed consent, 
confidentiality and anonymity, rights of participants, as well as risks and benefits.  This is further 
elaborated on in Chapter 3. 
 
1.7 LAYOUT OF THE DISSERTATION 
Chapter 1 provides the contextual background, purpose and objective of the study. It includes the 
research design and methodology.  
Chapter 2 discusses the literature review that relates to the study.  
Chapter 3 outlines the methodology of the study. 
Chapter 4 provides the data analysis and interpretation of the results thereof. 
Chapter 5 highlights the discussions, strengths and limitations of the study. 
Chapter 6 concludes the study and provides recommendations. 
 
1.8 CONCLUSION 
Apart from disease prevention and the control of epidemics, EHPs should be adequately 
capacitated to analyse trends of disease in their communities so that a proactive approach can be 
taken to monitor and identify environmental health hazards. It is in this light that this study will 
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assist in assessing the knowledge and practices of EHPs in notifiable disease surveillance and 
make recommendations were gaps are identified. The following chapter critically reviews the 














2.1. INTRODUCTION  
Infectious diseases remain the leading cause of deaths in many under-resourced countries 
(Mandyata et al., 2017). According to the Health Act of South Africa, notifiable medical diseases 
are of significant public health importance that is required to be reported to the Department of 
Health to prevent and control the spread of infectious diseases (NHA, 2003).  To report on diseases, 
it is important to have the necessary knowledge on disease surveillance and notification (Nnebue 
et al., 2012). A lack of knowledge on diseases may lead to delayed identification which can 
promote the spread of disease (Olum et al., 2020).  Notifiable diseases are deemed to be important 
and require immediate public health intervention and specific responses to reduce morbidity and 
mortality from disease outbreaks. 
The surveillance of notifiable disease “involves the systematic collection, analysis and use of 
epidemiologic data to provide scientifically proven and accurate information to detect and act 
against public health threats rapidly” (NICD, 2020). In respect of “acting against public health 
threats”, the efforts and responsibility lie with the local health departments (which includes EHPs) 
that are required by law to investigate and report accurately on notifiable diseases. The role of the 
EHP is clearly outlined in the regulation defining the scope of practice for EHPs (South Africa, 
2009), however previous literature has shown gaps in the knowledge and practices of EHPs. 
This chapter explores the literature reviewed on global and international trends and challenges of 
disease reporting systems. It discusses the knowledge and practices of health workers with a 
special focus on EHPs on notifiable diseases surveillance as well as legislation regarding 
environmental health services. 
 
2.2 INTERNATIONAL APPROACH TO NOTIFIABLE DISEASE SURVEILLANCE AND 
MONITORING 
The World Health Organization defines surveillance as the “ongoing, systematic collection, 
analysis and interpretation of health-related data essential to the planning, implementation, and 
evaluation of public health practice” (WHO, 2020). Surveillance of diseases prevents early 
outbreaks of notifiable diseases and provides valuable information. The recent outbreaks of the 
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severe acute respiratory (SARS) and SARS-CoV-2 (Covid-19) pandemic exemplifies the need for 
effective and well-functioning disease surveillance systems.  The WHO calls for measures to 
improve on the responses to diseases and performance in the surveillance system should be 
continually reviewed (WHO, 2020). The International Health Regulations (IHR) which provides 
the regulatory framework for the implementation of surveillance and response systems placed 
much emphasis on all Member States to institute and maintain an effective disease surveillance 
system to prevent and contain disease outbreaks nationally and internationally (WHO,2020). 
According to the WHO, a structured approach is required to strengthen disease surveillance 
systems. The following diagram illustrates how the Member States should improve their 
surveillance systems with the implementation of monitoring and evaluation programmes. 
 
Figure 1.1 Surveillance system to strengthen activities (WHO, 2020) 
Strengthening disease surveillance systems involves effective monitoring and evaluation of 
disease outbreaks by all key stakeholders and understanding the disease burdens and risk profiles 
of communities. The WHO has established key indicators relating to the core functions of 






Case detection  To identify cases and outbreaks in the public 
or private health system for verification of 
outbreaks  
Case registration  Cases should be identified on a standardized 
register to record data elements on specific 
diseases and conditions.  
Case confirmation Cases should be confirmed by epidemiological 
and laboratory capacity through improved 
referral systems, networking and partnerships 
Reporting  
 
This process involves reporting suspected and 
confirmed outbreaks and how surveillance 
data exists the surveillance system from the 
point of generation.  
Data analysis and interpretation  
 
Analysis and interpretation of data information 
should be conducted regularly and distributed 
for appropriate public interventions. 
Epidemic preparedness  
 
Member States should be prepared for 
potential epidemics and have the necessary 
resources.  
Response and control  
 
The appropriate public health response and 
control is essential to detect outbreaks or 
public health threats.  
Feedback Feedback is a key element which is maintained 
by supervisory visits, and communication 
which is required to be evaluated. 
 
Disease surveillance systems can be segregated into the collection, analysis, and notification 
processes (Cakici, 2011) which should be monitored and evaluated periodically. National 
authorities are required to develop and maintain resources in an endeavour to “detect, assess and 
report” diseases at the various authority levels of states as part of the IHR to report to WHO (Baker 
and Fidler, 2006). 
The revised figure below (Figure 1.2) illustrates the disease surveillance and reporting structures 
of the IHR which allows for the facilitation of public health response for disease prevention (Baker 




Figure 1.2 Surveillance structures and reporting processes as noted in the International 
Health Regulations (2005) 
 
The WHO stresses the importance of surveillance of diseases and early detection which can be 
seen in their call for countries to prepare for the influenza pandemic urging countries to progress 
in their manner of surveillance and response capacities (WHO, 2006). Priority diseases should be 
addressed accurately and timeously in the preparation for the prevention of an epidemic or 
unnecessary deaths or illnesses.  
 
It has also been stressed in the WHO report on Global Surveillance of Epidemic-prone Infectious 
Diseases the importance of reporting of communicable diseases such as cholera, malaria, and 
dengue hemorrhagic fever to detect and prevent an epidemic (WHO, 2020). Reviews of the disease 
surveillance system by WHO showed delays in reporting of certain diseases by health workers 
(Weber, 2007).  Environmental health-related diseases such as the aforementioned require EHPs 
to envisage conditions and the sources of contaminants to set appropriate control measures. Data 
can be analysed for disease burdens and EHPs will be more informed to assess risk profiles for 
their communities and make informed decisions for education and awareness.  
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2.2.1 Global Challenges of Notifiable Disease Surveillance 
The recent outbreaks of the severe acute respiratory syndrome (SARS), Zika and Ebola have 
shown the importance of infectious disease surveillance systems that detect diseases at an early 
stage for a proper assessment, speedy responses and coordination between regional, national and 
global levels (Pilot et al., 2014). Early warning signals control diseases at the sources and 
contribute to declaring public health emergencies and global emergencies. According to Vlieg et 
al (2017), there may not be early warning systems or protocols among many countries, however, 
countries have surveillance systems that can assess and control infectious disease outbreaks. 
The emergence and re-emergence of infectious diseases causing epidemics places tremendous 
pressure on the public health system especially in middle-income and low-income countries where 
there is a lack of health infrastructure and vulnerable populations. Mandyata et al (2017) state that 
even though there have been advancements in medical technology and expertise at a global level, 
infectious diseases cause a multitude of deaths that requires more effective infectious disease 
surveillance and response systems. The research study indicated that there several gaps in the 
implementation of effective disease surveillance. These were poorly trained human resources, 
improper infrastructure and challenges with coordination.  Challenges such as those indicated by 
the researchers delay the strengthening of disease surveillance systems to ensure the prevention 
and management of infectious diseases. Similar challenges were seen in a study by Juin et al (2017) 
were existing notifiable disease surveillance system were unable to provide epidemiologic data to 
inform public health decision-making and relevant actions. 
All countries are expected to have a diseases surveillance system that is efficient, accurate and 
timeous for the management and control of disease outbreaks. A notifiable disease surveillance 
system that is effective, prepares a country to manage and control disease outbreaks at the source 
and to further prevent their spread within the population (Benson et al., 2018). According to a 
study by Janati et al (2015) reporting of communicable diseases has similar challenges globally 
which constitutes a problem in most parts of the world. The researchers further suggested that poor 
infrastructure and support in the reporting and surveillance of diseases continue to pose challenges. 
Maponga et al (2014) reported that although the notifiable surveillance system in Zimbabwe was 
useful and acceptable, the knowledge and feedback of health workers on notifiable diseases was 
lacking and training of health workers would be beneficial.  In another study, it was indicated that 
time frames for reporting, lack of knowledge on notifiable diseases, lack of access to health 
facilities and reporting requirements were deemed as perceived barriers to compliance (Nader and 
Askarian, 2009). A cross-sectional study conducted in Nigeria on the knowledge of health 
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personnel suggested a weak surveillance system of notifiable diseases with data being duplicated 
with numerous reporting channels (Bawa, Olumide & Umar, 2003).  
There are many infectious diseases attributed to environmental health risks. Environmental health 
according to the WHO (2020) is defined as the public health science that deals with addressing all 
the physical, chemical and biological determinants of health and promoting the wellbeing of a 
person. Excessive exposure to environmental health hazards is estimated by the World Health 
Organization for a quarter of diseases globally (Kimani, 2007).  The World Health Organization 
estimates that about a quarter of the diseases facing mankind today occur due to prolonged 
exposure to environmental pollution. Increasing population growth, urbanization, deforestation, 
pollution, global climate change and the migration of populations have been intrinsically linked to 
the increased number of disease outbreaks (Jones et al., 2008).  Prüss-Ustün et al (2017) suggest 
that some infectious diseases are transmissible through contamination of environmental sources 
such as human faeces.   
In 2010, Haiti declared the first-ever recorded cholera outbreak which impelled the need to 
implement cholera-specific surveillance systems to monitor the epidemic and inform the public 
responses (Juin et al 2017).  A total of 763,842 suspected cholera cases was recorded between 
2010 and 2015 of which 107,192 were in children less than 5 years old and the death toll was 
reported at 9,154 with a case fatality ratio of 1.2% in Haiti.  China is another country that has a 
high rate of TB infections with the incidence in 2015 reaching 63.4 out of 10,000 and mortality in 
2014 totaling 2.32 out of 100,000 (Zhang, 2013).  Cholera, a notifiable environmental infectious 
disease in many countries, is caused by the consumption of contaminated food or water with a 
bacterium called Vibrio cholerae. 
In many low and middle-income countries infectious diseases caused by environmental risks such 
as pollution, poor water and sanitation and unsafe hygiene practices remain very prevalent (Prüss-
Ustün et al., 2014). The high numbers of TB and Malaria, environmental health-related diseases, 
cause millions of death each year, and mainly occur in African countries (Schlipköter & Flahault, 
2010).  Effective control of these diseases requires an understanding between the relationship 
between health and environment to apply effective recommendations. 
Elsewhere, effforts to reduce leptospirosis infections in Malaysia may be hindered as a result of 
poor levels of knowledge, attitude and practice of health workers (Azfar et al., 2018). The 
challenges within the proper implementation of the notifiable disease surveillance are linked to 
poor levels of knowledge and a negative attitude throughout the world and amongst different 
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public health officials. Seneviratne et al (1997) suggest that closer coordination is required 
between the curative health sector, where diseases are first reported and managed and the 
preventive health sector, where interventions at the community level are undertaken to prevent the 
spread of diseases and infections. Environmental health play a preventative role in disease 
prevention and outbreaks. Improved and updated knowledge therefore becomes critical for the 
identification of changing environmental conditions and developing health risks. Poor knowledge 
of health workers translates to improper practices that pose challenges to disease surveillance 
systems.  
2.3 SOUTH AFRICAN PERSPECTIVE OF DISEASE SURVEILLANCE  
South Africa has a high burden of disease, where greater capacity is required to ensure the 
necessary response for the prevention of the spread of diseases. Reporting of notifiable diseases in 
South Africa is based on the National Health Act, Act 61 of 2003 which outlines the diseases to 
be notified upon and the reporting structures. Communicable and notifiable diseases require a 
prompt response and appropriate control measures and interventions from all key stakeholders 
such as EHPs to prevent the emergence and re-emergence of diseases (NICD, 2020). 
An effective disease surveillance system ensures comprehensive information is collected for 
planning, monitoring and evaluation of public health interventions and provides early warning of 
epidemics (Sahal, 2011). Accuracy is critical when diseases are notified at the relevant authorities 
for the preparedness and rapid response to be implemented by EHPs. 
Notifiable diseases are required by regulations to be reported to the Local, Provincial and/or 
National Health Department. The Department of Environmental health is mandated to ensure that 
regulations relating to the surveillance and the control of notifiable diseases are adhered to. EHPs 
are required to comply with these regulations that define their scope of practice. This is to ensure 
that the implementation of public health measures and response can be facilitated with regards to 
diseases and outbreaks. 
2.3.1 Challenges of Notifiable Disease Surveillance in South Africa 
South Africa has a high burden of communicable diseases which requires an effective surveillance 
system. Reliable notifiable disease surveillance is essential in the prevention of disease outbreaks, 
however poor perceptions of key stakeholders in South Africa on notifiable disease systems are a 
priority that needs attention (Benson et al., 2016).  Results of the study by Benson et al (2018) 
suggested that a significant number of health care workers incorrectly reported on notifiable 
diseases.  A study on Typhoid fever, a notifiable disease in South Africa suggested that risks of 
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possible outbreaks, a growing immigrant population, and emerging antimicrobial resistance exist 
due to poor clinical notification (Keddy et al., 2018).  Dixon et al (2014) reiterate that infections 
can spread at an alarming rate into deadly global pandemics, hence surveillance should be able to 
monitor diseases that have the potential to cause outbreaks.  
South Africa is one such country with increases in emerging and re-emerging diseases. According 
to StatsSA (2016), Tuberculosis (TB) was ranked as the number one leading cause of death in 
South African males from 2014 to 2016.  TB, a notifiable disease, has been anecdotally linked 
with environmental risk factors such as indoor air pollution, overcrowding, and malnutrition.  
Notification of diseases is essential for health information, disease occurrence and distribution, 
risk factors and health planning. Girdler-Brown (2017) suggested for the prevention of outbreaks 
of diseases, a robust system for the surveillance of disease is necessary. The researcher further 
added that if the information is provided promptly, the necessary intervention could be 
implemented for disease prevention and improve control measures.  
 
Section 24 of the South African constitution states that everyone has the right to an environment 
that is not harmful to their health and wellbeing. Part of this responsibility lies within the 
Department of Health, specifically environmental health in ensuring that the South African citizens 
are protected by environmental contaminants that could cause exposure to harm and diseases. 
According to Wright et al (2014), the environmental health policy and legislation in SA may be 
unclear with disconnections between national and local roles and responsibilities. These challenges 
may lead to poor implementation of the framework of policies and legislation that EHPs are 
expected to work in. Wright et al (2014) add that there are mechanisms in place that are expected 
to assist with governance and operations in environmental health. There are several listed 
infectious diseases in South Africa that are required by law to be notified by the health authorities. 
(Refer to Annexure 7). 
 
2.4. REPORTING OF NOTIFIABLE DISEASES BY HEALTH WORKERS 
 
Some studies suggest that untimely reporting of notifiable diseases poses a serious challenge for 
the prevention of diseases. Researcher elsewhere indicated that delayed reporting by health 
workers was seen in reported cases of TB (Curtis et al., 2001).  Results of a study by Garcell and 
others show that timely reporting of notifiable disease is inadequate in Qatar (Garcell et al., 2014).  
In another study in the Netherlands, it was reported that some notifiable diseases over the study 
period were not reported within the stipulated period, the study recommends automated reporting 
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systems to improve timeous data (Reijn et al., 2011). Researchers in Canada assessed the 
timeliness of reporting for notifiable communicable diseases by health workers and identified 
differences in the reporting times in the different regions (Lam, et al., 2017). Some studies 
compared electronic reports received on notifiable diseases and those received through the 
conventional system for completeness of data (Ward et al., 2005).  It was suggested in this research 
that the electronic reporting systems proved to be faster than the conventional or manual reporting 
systems. However, there was still delays and challenges in the reporting systems in the timeliness 
of reporting of notifiable diseases. Benson et al (2018) suggested that even though South Africa 
has a high incident rate of TB, which is a common notifiable disease, there is still low compliance 
in reporting by health care workers.  Soe and colleagues suggested that the knowledge and attitudes 
of health care professionals towards notifiable disease surveillance are important for accurately 
reporting the diseases and timeously (Soe et al., 2018).  
 
The findings of a study in Denmark on Tuberculosis (TB) data indicated that there was a 
discernable difference in underreporting of TB which prevents public health authorities from 
making informed decisions in the monitoring and the control thereof (Thrane, Andersen, Johansen 
and Holden, 2019). A similar finding can be seen in the study by Seneviratne et al (1997) were 
limited reporting on notifiable diseases was found by health workers. In another study by Durrheim 
et al (2014), it was suggested that the inadequate disease surveillance systems were noted in the 
analysis of the epidemiological patterns of measles. Some of the contributing factors could be 
delayed reporting and lack of knowledge amongst health workers (Richard et al., 2008).  There 
are many aspects that may contribute to underreporting which include poor infrastructures, under-
capacitated laboratories, or inconsistencies in the application of the WHO case definitions (Sarti 
et al., 2016).  However, Runge-Ranzinger et al (2014) suggested that more research is required to 
identify the necessary interventions and approaches to reporting to strengthen disease surveillance.  
 
2.5 LEGISLATION REVIEW OF NOTIFIABLE DISEASES AND OUTBREAKS IN 
SOUTH AFRICA 
The National Health Act, Act No. 61 of 2003 makes provision for the following Municipal Health 
Services that have to be rendered by EHPs:  
 Water Quality Monitoring; 
 Food Control; 
 Waste Management; 
 Health Surveillance of Premises; 
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 Surveillance and Prevention of Communicable Diseases, excluding Immunisations; 
 Vector Control; 
 Environmental Pollution Control; 
 Disposal of the Dead; and  
 Chemical Safety 
EHPs role is to conduct routine investigations which are related to factors that are likely to cause 
outbreaks to ensure the prevention of communicable diseases, and the spread thereof. Disease 
patterns of wards in their area of jurisdiction are monitored by surveillance and case investigations. 
Samples of sources of contamination may be taken for analysis and may necessitate further 
remedial and preventative measures. Health awareness is an approach often used by EHPs to 
educate communities with knowledge on the prevention of communicable and notifiable diseases.  
Furthermore, according to the National Health Act (Act 61 of 2003), EHPs are responsible for 
surveillance and prevention of communicable diseases at the local government. The duty of the 
EHP is also outlined in the scope of practice for the “surveillance and prevention of communicable 
diseases” (National Department of Health, 2008). 
The role of EHPs in community mobilization and sensitization has contributed greatly in the 
reduction of mortality and morbidity of outbreaks (Musoke et al., 2016). The Marburg epidemic 
in Kabale, western Uganda in 2012, has noted the EHPs been the frontline workers of the epidemic 
where their involvement included contact tracing, collection of samples, community mobilization 
and awareness (Musoke et al.,2016). 
2.6 KNOWLEDGE AND PRACTICES OF HEALTH WORKERS 
Health care workers play an important role on how notifiable diseases are reported on, hence their 
knowledge and attitudes towards infectious disease notifications are critical elements for timeous 
and effective reporting of diseases (Soe et al., 2018). Gauci et al (2007) reiterate that the 
knowledge and awareness of the notifiable disease surveillance is a key component for the correct 
reporting of diseases. Mairosi et al (2017) suggest that health care workers that have poor or 
inadequate knowledge may result in having missed or underreported cases of notifiable diseases. 
This suggestion can be compared to the study by Lebolo (2018) that EHPs may need to improve 
their knowledge of disease surveillance to be fully capacitated. In another study by Mbonane 
(2015), it was stated the even though EHPs have a positive attitude towards their work, gaps in 
their knowledge and practices and inconsistencies still exist. It was suggested in the results of a 
study in Northern Nigeria that after training of health workers the completeness of reporting of 
notifiable diseases increased from 2.3 to 52.0% (Bawa and Olumide, 2005). 
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EHPs play a key role in the identification, assessing and controlling environmental health risks 
that are likely to cause diseases in communities. Understanding their focus areas allows researchers 
to address or make recommendations on the standard operating procedures, protocols of notifiable 
diseases and recommend training. 
 
2.7 CONCLUSION 
The literature reviewed indicates that there underlying knowledge gaps in the reporting and 
practices of notifiable diseases internationally and nationally. The researchers indicated that 
improvement of knowledge and attitudes of health workers are detrimental for the accurate and 
timely reporting of diseases.  Studies has also been linked to accuracy of f reporting of notifiable 
diseases and increased training.  Functional notifiable disease surveillance is established by health 
personnel that are adequately capacitated with knowledge and appropriate training to correctly 
investigate and report on notifiable diseases. It is in this light, there is a need for research to be 







This chapter aims to provide a framework for the planning and stages of the research study. The 
description of the study is provided in detail whereby the rationale for the type of study is 
highlighted, the study population determined and the methods and tools that were used. It outlays 
the ethical considerations as well as how permission was sought for the study. 
 
3.2. STUDY DESIGN 
Descriptive cross-sectional study design was adopted and implemented to achieve the aim of the 
study. 
 
3.3. STUDY SETTING 
The study will be conducted in the City of Johannesburg (see Figure 1.4), South Africa’s biggest 
city that falls under the province of Gauteng.  Johannesburg, known as the “city of gold” has a rich 
history and is the financial and economic hub of South Africa. Thousands flock to the City in the 
hope of new prospects and employment opportunities. The rapid growth and urbanization have led 
to many informal settlements, overcrowded high rise buildings and dense accommodations. 
The demise of apartheid has left Johannesburg with inequalities and inaccessible services in health 
care. The City of Johannesburg is home to approximately 4.4 million people with the majority of 
them residing in an informal settlement or dilapidated buildings in many parts of the city such as 
the inner city of Johannesburg, Alexandra, Soweto and Diepsloot. The Department of 
Environmental Health in the City of Johannesburg is responsible for the monitoring and 
enforcement of applicable legislation to ensure compliance. This unit services some of these 
informal settlements that do not have access to basic environmental health services such as access 
to safe water, adequate sanitation facilities and other environmental issues. With the increasing 
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population and growing burden of diseases due to environmental determinants of health, EHPs are 
placed in a position to actively address the disease burden. 
 
Figure 1.4 Map of the City of Johannesburg (City of Johannesburg, corporate geo-informatics, 
2020) 
3.4. STUDY POPULATION 
The study population comprised of all the EHPs that are employed in the City of Johannesburg 
(COJ), South Africa within the city’s seven regions (Regions A to G). The total estimated number 
of EHPs currently rendering municipal health services in the City of Johannesburg was 209 (COJ, 
2020). The EHPs are qualified with a National diploma, B-tech degree or equivalent or have further 
education. The researcher had approached the Human Resources for a list of EHPs employed by 
the COJ, where approval was granted to approach them. The Integrated Policy, Planning and 
Research (IPPR) Department informed the Regional Health Deputy Director of each Region of the 
research and discussed with the participants accordingly.   
3.4.1. Inclusion Criteria 
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The study included only EHPs that are registered with the Health Professional Council of South 
Africa (HPCSA) and that are employed full time in the City of Johannesburg. Lastly, the EHPs 
were responsible for rendering the municipal health services mandated by the Department of 
Health.  
3.4.2. Exclusion Criteria 
The study excluded the EHPs that are not involved in the rendering of all municipal services such 
as those involved in vector control and do not report on notifiable diseases. Interns and part-time 
EHPs were excluded from the study. 
3.5. SAMPLING AND SAMPLE SIZE  
A simple random sampling was used to select participants in the study which included all the EHPs 
in the City of Johannesburg. The study participants had an equal and fair chance of being selected 
for the study. The sample size was determined using Epi Info version 7 (Center for Disease Control 
and Prevention). The sample size was calculated using population survey because the study 
adopted a descriptive approach based on the total estimated population of 209. The following 
parameters were used when calculating the sample size for a known population (Margin of error 
was set at 5%, the confidence level was kept at 95%, expected response rate 50% because there 
are no previous studies that have been conducted on the same phenomena amongst EHPs). The 
correction factor (design effect) that is used to adjust the required sample size for cluster sampling 
was 1. Hence, an adequate sample size was 135 for one cluster.  
 
3.6. DATA COLLECTION 
Quantitative data collection methods were used for this research study to achieve the study 
objectives. The data collection tool was a self-administered and pre-tested questionnaire. 
3.6.1 Questionnaire 
The questionnaire (see annexure 6) was developed based on previous studies and literature review. 
It was prepared and completed in English as the participants are conversant with language due to 
their level of the highest qualification. The questionnaire was given to the participants for 
completion in their own time and private place. Questionnaires was distributed physically and via 
23 
email to all the Managers: Environmental Health for the participants and collected from the 
Managers once EHPs completed the questionnaires. Some of the completed questionnaires were 
emailed to the researcher. The data was collected through the semi-structured questionnaire, which 
included close-ended questions on the socio-demographic information, knowledge of EHPs on 
notifiable conditions concepts and system, and practices related to characteristics and perceptions. 
While the recommendation section was based on open-ended questions.  
Minimizing measurement error is very important in any research study. Procedures for reducing 
measurement error include detailed and proper design of the data collection forms, complete 
documentation of study procedures, pre-testing of the data collection instrument and appropriate 
training and supervision of data collectors. (White, Armstrong, Saracci, 2008). The measuring 
instrument (questionnaire) was thus tested for reliability and validity. 
3.6.2 Reliability 
Reliability refers to the accuracy of the measuring instrument whereby the research instrument 
consistently yields the same responses which indicate that the same data is collected on repeated 
occasions (Heale and Twycross, 2015). The measuring instrument (questionnaire) was piloted with 
some of the Region E EHPs to pre-test and to ensure its reliability with the targeted population. 
Necessary corrections such as grammar and rephrasing the questions were done before the actual 
study. Participant error and bias was avoided by ensuring confidentiality, respect and information 
that was presented in a judgement-free manner. 
3.6.3. Validity 
Validity refers to the extent to which the study topic is accurately measured so that accuracy of 
responses is assured in a quantitative study (Heale and Twycross, 2015). To ensure the validity of 
the questionnaire, the researcher consulted the supervisors and experts in the field when 
developing the questionnaire.  
 
3.7. PILOT STUDY 
A pilot study is essential for the identification of errors in research protocols, data collection 
instruments, research techniques and can provide the correct amendments for the full study 
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(Hassan et al., 2006). It is conducted with only a few participants that will not be part of the actual 
study and improves the quality of the full study.  
A pilot study was conducted to determine the feasibility of the research study. Data for the pilot 
study was collected using the measuring instrument (questionnaire). The Department of Health 
falls under essential services and was not part of the lockdown regulations during the Covid-19 
pandemic, hence the questionnaire was delivered and explained under strict hygiene conditions. 
Seven study participants were recruited which consisted of Manager, operational managers of 
environmental health and environmental health practitioners in Region E of the City of 
Johannesburg. These study participants aimed to resemble the study participants of the actual 
research.   
The measurement instrument which was a self-administered questionnaire was tested. The 
objectives of the pilot study were to: 
 note participants response and comments of the questionnaire 
 note participants understanding of the research questions 
 if the questionnaire was comprehensible and if terms used were understood 
 if there was a common understanding and interpretation of the questions as intended 
 time taken to complete the questionnaire 
 any problems or difficulties experienced in the completion of the questionnaire 
The pilot study informed changes to the data collection instrument. A few adjustments were made 
to correct the grammar and wording of the questionnaire to facilitate ease of understanding for 
participants. 
 
3.8. DATA ANALYSIS 
Data were analysed using the latest version of SPSS (version 26). The dependent variables for the 
study were knowledge and practices, while socio-demographics were the independent variables. 
The study assumed that socio-demographics information influenced the knowledge and practices 
about reporting on the notifiable disease. Data was presented using percentage, graphs, tables and 
figures. Descriptive analysis was used to show, summarize and describe quantitative data, while 
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inferential analysis was conducted to determine any relationship between independent variables 
and dependent variables. It also showed the influence of knowledge on the current practices, 
described, and summarized data in a meaningful manner for patterns that emerged from the data. 
 
3.9. ETHICAL CONSIDERATIONS  
3.9.1 Permission 
The research proposal was submitted to the University of Johannesburg, Faculty of Health 
Science’s Higher Degree Committee and Research Ethics Committee for approval. (See Annexure 
1 and 2). Thereafter, the proposal was submitted to the National Health Research Database, to seek 
permission to conduct the study and approach participants from the City of Johannesburg 
management (See Annexure 4). 
 
3.9.2 Informed Consent 
Informed consent refers to the process of continuous review and education offered to the 
participants throughout every stage of participation in the study (Shaughnessy, 2013). The study 
participants were given full information relating to the study, the objectives and significance of 
the study, and then decide on whether or not to participate in the study. The study participants were 
asked to read and sign the consent form. (See annexure 5). 
 
3.9.3 Confidentiality and Anonymity 
The study participants were assured of their privacy and confidentiality. All information obtained 
was used solely for the study. Information obtained from this study will not be made available to 
anyone except those that are part of the research team. The anonymity of participants will remain 




3.9.4. Rights of participants  
Study participants had the right to decide whether they wish to participate in the study or not. They 
were informed of their rights to withdraw from the study at any time and no detriment will occur 
if they so wished to withdraw from the study.  
 
3.9.5 Risk and Benefits 
Researching with human research relies on the voluntary participation and decision of the persons 
in the research study whereby they are informed of the known risks associated with participation, 
and any potential benefits (Shaughnessy, 2013). There was no risk to the participants, conversely, 




This chapter outlined the methodology used for this study to reach the desired objectives. It 
included the study design, study population, sampling, data collection, data analysis and ethical 















This chapter presents the results of the data collected and analysed which is limited to the 
description of the data. The study aimed to determine and assess the knowledge, attitude and 
practices of EHPs in notifiable disease surveillance. The data was captured on SPSS for descriptive 
and inferential analysis. The confidence interval was set at 95%. 
 
4.2. PARTICIPANTS SOCIO-DEMOGRAPHIC  
The City of Johannesburg is divided into seven administrative regions. The socio-demographic 
profile is described in this section which includes the regions the participants work in, age, 
qualification, years of experience, area of jurisdiction and formal training. The socio-
demographics of the participants are represented in details in Table 4.1. 
 
Table 4.1: Socio-demographics of the participants 
Characteristics Number Percentage 
Region 
A 18 13.3% 
B 17 12.6% 
C 17 12.6% 
D 22 16.3% 
E 18 13.3% 
F 21 15.6% 
G 22 16.3% 
Age 
20-29 years old 41 30.4% 
30-39 years old 64 47.4% 
40-49 years old 17 12.6% 
28 
50+ years old 13 9.65 
 Gender  
Male  83 61.5% 
Female 52 38.5% 
Qualification 
National Diploma 25 18.5% 
B tech/Honours 106 78.5% 
Master’s Degree 2 1.5% 
Other 2 1.5% 
Years of experience 
0-5 years 58 43% 
6-10 years 33 24.4% 
11-15 years 27 20% 
16 years or more 17 12.6% 
Area of Jurisdiction 
CBD 12 8.9% 
Informal 34 25% 
Suburb 89 66% 
Formal training 
Yes 106 78.5% 
No 29 21.5% 
 
4.2.1 Region  
Table 4.1 illustrates the number of participants per Region that had partaken in the research study. 
Region D and G had the same number of participants (n=22; 16. 3%) and Region F 15.6% (21) 
had the second most number of participants. Region A 13.3 (n=18), Region B 12.6% (n=12.6), 







The age response was categorized into four themes. The majority of participants (n=64; 47.4%) 
that took part in the study were in the 30 to 39 category. While 9.6% (n= 13) of participants were 
over the age of 50 years.  
 
4.2.3 Qualification 
Most participants (n=106; 78.5%) had a B Tech/Honours degree qualification followed by those 
with a National Diploma at 18.5% (n=25).  Few participants have a Master’s degree 1.5% (n=2) 
or other qualification. 
 
4.2.4 Years of experience 
Participants were asked how long have they been working as an EHP. 43 % (n=58) of the EHPS 
have under 5 years’ experience in their profession, 24.4% (n=33) have 6 to 10 years’ experience, 
20% (n=27) have 11 to 15 years’ experience and 12.6% (n=17) have 16 years of more experience. 
 
4.2.5 Area of Jurisdiction 
Majority of the participants work in a suburban setting 65.9% (n=89), followed by 25.2% (n=34) 
in an informal setting and 8.9% (n=12) in the CBD. 
 
4.2.6 Formal training 
Participants were requested to indicate if they had received formal training on the notifiable disease 
before taking part in the study. 78.5% (n=106) of the participants had formal training in notifiable 










Table 4.2 Cross-tabulation of socio-demographics with having received formal training 
 Have you received formal 
training 
 Yes No 
Age 20-29 years old 29 12 
30-39 years old 51 13 
40-49 years old 14 3 
50 years 12 1 
Gender Male 61 22 
Female 45 7 
Qualification National Diploma 19 6 
B Tech/Honours Degree 84 22 
Master’s Degree 1 1 
Other 1 0 
Years of experience 0-5 years 38 20 
6-10 years 28 5 
11-15 years 24 3 
16 years or 16 1 
 
Table 4.2 shows that majority of the participants were in the 30-39 years age group, 51 of them 
received formal training on notifiable diseases. 29 of the participants in the 20-29 years age group 
had received formal training. 61 males had received formal training and 45 females received 
formal training. 19 of the participants with a National Diploma had formal training and 6 did not. 
84 of the participants with a B Tech/Honours Degree received formal training and 22 did not 
receive any training. 38 of the participants with 0-5 years of experience received formal training 
and 20 did not. 28 of the participants with 6-10 years of experience received training and 5 did not. 
24 of the participants with 11-15 years of experience received formal training and 3 did not. 
 
4.2.7 Relationship between some socio-demographic variable 
The relationship between some socio-demographic variable was determined using Pearson 
correlation. There was one relationship at the confidence level of 95%, age had a negative 
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significant correlation (r =-0.171; p = 0.047) with qualification. Furthermore, there were 
significant relationships at a 99% confidence level. Gender (r = 0.341; p = 0.000) and age (r = 
0.735; p = 0.000) had a positive significant relationship with the number of experience in years. 
Lastly, there was a negative significant correlation between the number of experience in years and 
formal training received prior taking part in the study (r = -0.265; p = 0.002). 
 
Table 4.3 Relationship between socio-demographic variables 











*Correlation is significant at the 0.05 level (2-tailed). 
**Correlation is significant at the 0.01 level (2-tailed). 
 
4.3 KNOWLEDGE ON NOTIFIABLE CONDITIONS, CONCEPTS AND SYSTEMS 
This section focused on questions that included the participants’ knowledge on notifiable diseases, 
understanding of notifiable disease surveillance, and the role of an EHP. 
 
4.3.1 Definition of notifiable diseases 
In order to determine the knowledge of the EHPs, the participants were asked on the description 
and characterization of a notifiable disease. 47.4% (n=64) answered correctly. Figure 4.1 illustrates 




Figure 4.1 Knowledge of participants on definitions 
 
4.3.2 Identification of non-notifiable diseases 
Participants were asked to identify which diseases are not notifiable. Table 4.4 illustrates that 
83.7% (n=113) of the participants understood which diseases are not notifiable and 16.2% (n=22) 
of the participants answered incorrectly. 
 
Table 4.4 Knowledge of participants on notifiable disease 
Disease Number Percentage 
Cholera 11 8.1% 
Meningococcal disease 6 4.4% 
HIV/Aids 113 83.7% 
Do not know 5 3.7% 




4.3.3 Difference between case notification and an outbreak notification 
Figure 4.2 shows whether the participants are able to differentiate between a case notification and 
outbreak notification. Majority of the participants 91.1% (n=123) understood what the difference 
was, whereas 8.9% (n=12) of the participants did not understand. 
 
 
Figure 4.2 Knowledge of participants on case definitions 
4.3.4 Role of an EHP in disease outbreaks 
Table 4.5 indicates that 83.7% (n=113) understood their role in the notifiable diseases, whereas 
16.3% (n=22) were unclear of their role. 
 
Table 4.5 Graphical representation on participant’s perceptions of their roles 
Role Number Percentage 
Monitoring of environmental hazards 4 3% 
Investigation of reported diseases or 
outbreaks 
17 12.6% 
Collection of notifiable diseases 1 0.7% 
All of the above 113 83.7% 
Total 135 100% 
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4.3.5. Necessity of notifying certain diseases 
The participants were requested to indicate if there were reasons why diseases should be notified. 
29.6% (n=40) answered that it was a core competency of EH. 30.4% (n=41) stated that it poses 
significant public health risks, 34.1% (n=46) answered that it was required by law and 5.9% (n=8) 
answered none of the above. 
 
Table 4.6 Graphical presentation of participants’ perception on surveillance 
Is there a need for notifiable diseases Number Percentage 
Core competency of EH 40 29.6% 
pose significant public health risks 41 30.4% 
Required by law 46 34.1% 
None of the above 8 5.9% 
Total 135 100% 
 
4.3.6 Importance of the collection of information for notifiable diseases 
Table 4.7 shows that majority of the participants 83.7% (n= 113) understood the importance of 
collecting information for notifiable diseases. 
 
Table 4.7 Importance of notifiable disease surveillance 
Is there a need for notifiable diseases Number  Percentage 
Identify and manage diseases 8 5.9% 
Identify the source of disease 3 2.2% 
Monitor disease trends 11 8.1% 
All of the above 113 83.7% 
Total 135 100% 
 
4.3.7 Sources of information 
Figure 4.3 shows the main sources of information that the participants use. The figure shows that 
training and workshops provided by the City of Johannesburg was the most common answer. 43% 




Figure 4.3. Distribution of the sources of information 
 
4.3.8 Correlation between Socio-Demographic and Knowledge 
Age had a negative significant correlation with “is there a need for notifiable diseases” (r = -0.181; 
p = 0.035). Years of experience had a negative significant correlation with “need to report 
notifiable diseases” (r=-0.193; p=0.025). Informal/formal training had a negative significant 
correlation with “source of information” (r=-0.302; p= 0.000) 
 
Table 4.8. Tabular representation of Correlation between Socio-Demographic and 
Knowledge 
Socio-demographic Variable Knowledge variable (r;p) 
Age 
Is there a need for notifiable diseases 
(-0.181;0.035)* 
Years of experience 
Need to report notifiable disease 
(-0.193; 0.025)* 
Informal training 
Source of information 
(-0.302; 0.000)** 
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*Correlation is significant at the 0.05 level (2-tailed). 
**Correlation is significant at the 0.01 level (2-tailed). 
 
4.4. PRACTICES 
This section focuses on the practices of EHPs in disease response and outbreaks. It included 
questions of participation in an outbreak investigation, standard operating procedures and action 
plans for the burden of diseases. 
 
4.4.1 Participation in an outbreak 
Figure 4.4 shows participation in outbreak surveillance or investigation. 66.7% n= 90 of the 
participants reported to have participated in an outbreak response less than 6 months ago, 5.9% 
(n=8) reported 12 months ago, 19.3% (n=26) more than 12 months ago and 8.1% (n=11) of the 
participants reported never to have participated in an outbreak response. 
 
 





4.4.2 Frequency of data collection from health facilities 
From the total of 135 that took part in the study, 92 participants, (68.1%) reported having collected 
data once a month from health facilities, whereas 28.1% (n=38) claimed never to have collected 
any data from health facilities. 
 
 
Figure 4.5 Frequency of data collection  
 
4.4.3 Frequency of disease notifications 
48.1% (n=65) of the participants reported having received notifications of a disease a day after it 






Figure 4.6 Frequency of notifications received 
 
4.4.4 Time frame for reporting 
Majority of the participants 34.8% (n=47) reported that the time frame on the reporting of a 
notifiable disease is 1 day, 32.6% (n=44) reported 2 days, 28.1% (n=38) reported 3 days is the time 
frame and only 4.4% (n=6) reported that the time frame was 4 days. 
 
 
Figure 4.7 Frequency of reporting times  
39 
4.4.5 Availability of SOP for notifiable diseases 
Figure 4.8 shows the majority of the participants 77.8% (n=105) indicated that there was an SOP 
for notifiable disease whereas 22.2% (n=30) reported that there was no SOP for notifiable diseases. 
 
 
Figure 4.8 Percentage distribution of SOPs 
 
4.4.6 Action plans to address the burden of diseases 
Figure 4.9 shows that a large number of participants 71.1% (n=96) do not draw up action plans to 
address the disease burden in their respective wards. Only 23.7% (n=32) draw actions plans for 





Figure 4.9 Action plans to address the burden of disease 
 
 
4.4.7 Reporting of notifiable diseases 
Figure 4.10 indicates that 71.9% (n=97) have never reported a notifiable disease and only 26.7% 





Figure 4.10 Frequency of reporting of notifiable diseases 
 
4.4.8 Correlation between Socio-Demographic and Knowledge 
Age had a positive weak correlation with “how often do you receive the notification”(r=0.185; 
p=0.032). Qualification had a negative weak correlation with “how often do you receive a 
notification” (r=-0.237; p=0.006). Years of experience had a positive weak correlation with “What 
it the time frame for reporting”(r=0.224; p=0.009). Informal/formal training had a negative weak 
correlation with “Knowledge on the availability of SOP” (r=-0.241; p=0.005). 
 
Table 4.9. Tabular correlation between Socio-Demographic and Knowledge 
 
Socio-demographic Variable Knowledge variable (r;p) 
Age 
How often do you receive notification 
(0.185;0.032)* 
Qualification How often do you receive notification 
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(-0.237;0.006)** 
Years of experience 
What it the time frame for reporting 
(0.224; 0.009)** 
Informal/formal training 
Knowledge on the availability of SOP 
(-0.241; 0.005)** 
*Correlation is significant at the 0.05 level (2-tailed). 
**Correlation is significant at the 0.01 level (2-tailed). 
 
4.5. ATTITUDE OF EHPS IN NOTIFIABLE DISEASE OUTBREAKS 
This section looked at the attitudes of the participants on the responses to notifiable disease 
surveillance, their perceived role and the need for training on disease surveillance. 
 
4.5.1 Importance of EH role in reporting on notifiable diseases 
Figure 4.11 shows that of the participants 83% (n=112) understand that EHPs have an important 
role to play in the reporting of notifiable diseases, whereas 9.6% (n=13) do not agree that EHPs 
have an important role to play in the reporting on notifiable diseases.   
 
4.5.2 Responsibility of EHPs 
Figure 4.11 shows that of the participants 39.2% (n=53) disagree that EHPs are only responsible 
for receiving notifications and conducting investigations. A large number of participants 49% 
(n=66) agree that EHPs are only responsible for receiving notifications and conducting 
investigations and 12% (n=16) neither agree nor disagree. 
 
4.5.3 Disease surveillance systems 
Figure 4.11 shows that 83% (n=112) of the participants agree that there is a need to improve the 
current disease surveillance system, whereas 9.6% (n=13) of the participants disagree and 7.4% 
(n=10) neither agree nor disagree whether there is a need to improve the current disease 
surveillance system. 
4.5.4 Training 
Figure 4.11 shows that 89% (n=120) of the participants agree that there is a need for specialized 
training on disease surveillance, whereas a small number of participants 3.7% (n=5) disagree that 
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there is a need for specialized training on disease surveillance and 7.4% (n=10) neither agree nor 
disagree as to whether there is a need for specialized training. 
 
 
Figure 4.11 Likert scale rating of the attitude of participants 
 
 
4.5.5 Correlation between socio-demographic information and attitude 
Age had a positive significant correlation with “I believe EHPS do not have a role in reporting 
disease “(r=0.248; p=0.004). 
 
Table 4.10 Tabular correlation between demographics and attitude 
Socio-demographic Variable Attitude variable (r;p) 
Age 
I believe EHPS do not have a role in reporting disease 
(0.248;0.004)** 






Chapter 4 focused on the description of the findings of the research and analysis of data on 
knowledge, attitude and practices of EHPs in the surveillance and reporting of notifiable diseases. 
The results implied that majority of the participants understood their role in the outbreaks of 
diseases, however there was a lack of knowledge in the description and characterization of 
notifiable diseases.  No significant correlations were noted between socio-demographics and 
knowledge of participants in relation to the responsibilities of EHPs. The data had revealed that 
there was no consistencies and uniformity in the manner of operations in the different EHPs in the 
Regions. However majority of the participants, recognized that there is a need for specialized 
training on notifiable diseases and a positive attitude towards improving the current practices was 






DISCUSSION, STRENGTHS AND LIMITATIONS 
 
5.1 INTRODUCTION 
This chapter provides the discussion on the study findings related to knowledge, attitude and 
practices amongst EHPs in the City of Johannesburg on notifiable diseases. The main findings will 
be discussed with an in-depth interpretation and comparison to existing literature. The results will 
be presented sequentially according to the objectives of the study as formulated in chapter 1: 
 To identify socio-demographic factors associated with KAP in this study. 
 To determine the knowledge and practices amongst EHPs on the notifiable disease 
surveillance systems in a metropolitan municipality; 
 To describe the attitudes and practices of EHPs towards the implementation of the 
notifiable disease surveillance systems in a metropolitan municipality. 
 
5.2 SOCIO DEMOGRAPHIC INFORMATION OF THE PARTICIPANTS 
The data showed that 47.4% (n=64) which was the majority of the participants were in the 30 to 
39 age category with 43% (n=58) of the EHPS having under 5 years’ experience in their profession. 
As indicated in the study by Mbonane (2015) this could be as a result of the increased number of 
EHPs posts or new posts needed to be filled due to staff resignations. A strong positive correlation 
was seen between age and the number of years in the profession which shows the older EHPs have 
more experience.  
One major finding was that 61.5% (n=83) was males compared to 38.5 % (n=52) of females. This 
could be as a result of the employment equity policy enforced by the City of Johannesburg to 
employ more males in a female-dominated health department (COJ, n.d). This study finding was 
not similar to the City of Ekurhuleni, which had more females than males (Lebelo, 2018; Mbonane 
& Naicker, 2020). It was encouraging to find that most of the participants have a B tech/Honours 
qualifications 78.5% (n=106) followed by a National Diploma 18.5% (n=25), but there was a 
decline with the Master’s degree 1.5% (n=2) or other qualifications. The results of the study 
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showed a weak negative correlation between the years of experience and formal training which 
suggests that the younger population seems to further their qualification and training, however, 
they have less experience. The study further revealed that there was no significant association 
between age and knowledge. Ng & Feldman (2009) suggested that individuals with higher levels 
of education and knowledge are more capable to complete their responsibilities and have an 
enhanced core task performance. It is encouraging to note that EHPs are driven to further their 
qualifications to contribute to the field of public health. Another important finding from the study 
was that 78.5% (n=106) of the participants had formal training in notifiable diseases, however, it 
is concerning that 21.5% (n=29) had indicated that they had no formal training in notifiable 
diseases.  
EHPs are required to have the necessary capacity and technical knowledge for an appropriate 
disease outbreaks response. The importance of training is highlighted in the control of Ebola virus 
disease in Liberia where health workers are adequately capacitated with core skills on integrated 
disease surveillance activities (Andze et al., 2011). 
It is noted from the results of the study that majority of the participants work in a suburban setting 
65.9% (n=89), followed by 25.2% (n=34) in an informal setting and 8.9% (n=12) in the CBD. As 
indicated by Lebelo (2018) EHPs have different areas of operations were their wards of jurisdiction 
consist of suburban, informal and CBD settings at the same time. 
 
5.3 KNOWLEDGE OF EHPS ON THE NOTIFIABLE DISEASE SURVEILLANCE 
SYSTEMS  
The knowledge and awareness of notifiable disease surveillance is a key component for the correct 
reporting of diseases to the relevant authorities (Gauci et al., 2007). Health-care professionals are 
essential for reporting on notifiable diseases, hence their knowledge and attitudes towards 
infectious disease notifications are important for timeous and effective reporting of diseases (Soe 
et al., 2018). Health care workers that have poor or inadequate knowledge may result in having 
missed or underreported cases of notifiable diseases (Mairosi et al., 2017). Taking this into 
consideration, participants were asked a question relating to the description and characterization 
of a notifiable disease. Only 47.4% (n=64) had answered that it is a disease or injury that health 
professionals are legally required to report to public health authorities. This result could be 
compared to the finding by Mbonane (2015) that EHPs have a lack of knowledge of disease 
outbreaks. EHPs need to be able to describe what a notifiable disease to be able to correctly report.  
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When they were asked to identify which diseases are not notifiable a majority of 83.7% (n=113) 
of them could identify the correct answer. Of the participants, 91.1% (n=123) knew the difference 
between case notification and an outbreak notification. These results were encouraging as the 
correct reporting of notifiable diseases are important in the prevention and control of the spread of 
diseases. Majority of the participants 91.1% (n=123) had also understood what the difference was 
between a case notification and outbreak notification.   
The surveillance and prevention of communicable diseases by EHPS is defined in their Scope of 
Practice of Environmental Health (HPA, 1974) which is an important role in the prevention and 
spread of diseases. Most of the participants 83.7% (n=113) showed that they understood their role 
in the surveillance and reporting of notifiable diseases, however, a small percentage 16.3% (n=22) 
were unclear of their role. The results of this study are similar to the findings by Lebelo and 
colleague were EHPs knew their role in communicable disease surveillance in the Ekurhuleni 
Metropolitan Municipality (Lebelo & Van Wyk, 2019). The participants in this study also 
understood why certain diseases are supposed to be notified upon. Reporting timeously with 
appropriate and accurate data is essential for evidence-based control measures in the prevention of 
infectious disease outbreaks. Benson et al., (2018) reported that an effective notifiable disease 
surveillance system equips a country with the measures to deal with outbreaks of emerging and 
re-emerging communicable diseases and effective disease response and prevention. The data 
showed that the participants 83.7% (n= 113) were conversant with the importance of the collection 
of information for notifiable diseases. 
Training is a planned and continuous process that focuses on achieving enhanced employee 
performance with increased skills and attitude (Mozael, 2015). The importance of training and 
development should be recognized as key elements for enhancing employees’ knowledge and 
skills in a work environment (Rodriguez and Walters, 2017). In an era of information and 
technology, the EHPs have access to numerous sources of information, 43% (n=58) of the 
participants reported using the internet while only 6.7% (n=9) used the library. The main sources 
of information the participants relied on was training and workshops arranged by the City of 
Johannesburg which accounted for 50.4% (n=68). Informal/formal training had a negative weak 
correlation with “Knowledge on the availability of SOP” (r=-0.241; p=0.005).  
The negative significant correlation between training and the understanding of SOPs may indicate 
that there are inadequate and infrequent training held. A study by Kgolane (2020), found that EHPs 
were insufficiently trained to perform their activities effectively. Similar to a study conducted in 
the City of Ekurhuleni that highlighted inadequate formal training amongst EHPs on a specific 
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function (Mbonane & Naicker, 2020). Yet, EHPs are expected to be continuously trained in 
keeping with trends relating to disease surveillance (Lebelo, 2018).  
 
5.4 ATTITUDES AND PRACTICES TOWARDS DISEASE SURVEILLANCE AND 
REPORTING 
The data suggests fluctuating practices of EHPs in relation to disease surveillance, participation in 
outbreaks and reporting systems. 66.7% n= 90 of the participants reported to have participated in 
an outbreak response less than 6 months ago, and the other percentages reported 12 months ago or 
more than 12 months ago with a small percentage reported never to have participated in an 
outbreak response. This could indicate that EHPs only get involved in an outbreak notification if 
it occurs in their respective wards.  
Health care workers that are linked to prevention and control of diseases are required to 
continuously collect, analyze and disseminate health-related data to inform preventative and 
control health interventions (Soucie, 2012). EHPs play an important role in the prevention and 
control of diseases. However, the study showed that only 92 participants, (68.1%) reported that 
they had collected data once a month from health facilities, whereas 28.1% (n=38) claimed never 
to have collected any data from health facilities. 
Lebelo (2018), revealed that SOPs for environmental health is not fully implemented by EHPs as 
they rely on passive surveillance of diseases and wait for disease notifications. A similar find can 
be seen in this study where EHPs are not fully conversant with time frames for reporting on 
diseases as the percentages of EHPs are vastly different. 22.2% (n=30) of the participants had 
reported that there was no SOP for notifiable diseases indicating that there is a gap in the 
knowledge of time frames and SOP for diseases. It is reported that notifications of the disease are 
required to go to the supervisor before reaching the EHP which results in delays in the investigation 
(Mbonane, 2015). It was a surprising find that 22.2% reported not knowing if there is an SOP or 
not. There was inconsistency in practices in the different regions, similar to a study in the City of 
Ekurhuleni (Mbonane, 2015).  
Disease notification systems that are a reliable and efficient provider for the planning of evidence-
based interventions of public health trends and infectious disease outbreaks (Gibbons et al., 2014). 
Also, Musoke et al (2016), concluded in their study, environmental health practitioners have an 
important role in disease surveillance, its prevention and control which therefore makes it 
necessary for plans to be devised to prevent the burden of communicable diseases. Surprisingly 
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the study shows that a significant number of participants 71.1% (n=96) do not draw up action plans 
to address the disease burden in their respective wards.  
Attitude related factors such as behaviours of employees, job satisfaction and motivation positively 
enhance the effect of employee performance and had a significant impact on the organization 
(Khan et al., 2014). This study indicated that majority of the participants had a positive attitude 
towards notifiable disease surveillance 83% (n=112) understanding the important role they play in 
the reporting of notifiable diseases and 89% (n=120) of them agree that there is a need for 
specialized training on disease surveillance. A similar finding was seen in the study by Lebelo  
(2018) was a majority of the EHPs in the Ekurhuleni Metropolitan Municipality knew EHPs have 
a significant role to play in active disease surveillance. 
There was a positive correlation in the study with age and responsibility for receiving notifications 
and conducting investigations which may indicate that the older EHPs have a more positive 
attitude towards disease surveillance and take on more responsibilities.  
 
5.5 STRENGTHS OF THE STUDY 
This study was the first to explore the knowledge, attitude and practices of the environmental 
health practitioners of the City of Johannesburg regarding disease surveillance.  This descriptive 
research study was able to provide an in-depth view and information on their knowledge, attitude 
and practices on notifiable diseases surveillance and reporting systems. The research questionnaire 
that was used for data collection was an inexpensive method to administer, completed in a short 
term period, easy to analyse and reached a larger sample population. The findings of the study can 
be generalized to the whole population of the City of Johannesburg as a representative sample of 
the population was used. The data collection methods that were used to reach the objectives of the 
study was appropriate as evidence collected supported the findings. The study allowed for the clear 
understanding of knowledge, behaviours and culture of EHPs in their work environment 
 
5.6 LIMITATIONS 
The study cannot be generalized to other parts of the province, country and elsewhere. Because of 
different approach to notifiable disease surveillance and monitoring. Furthermore, there were some 
possible limitations that could have caused research bias in the study. This included: 
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 Delays in the collection of data due to the Covid-19 pandemic and the restrictions imposed 
on the collection of data. EHPs were unavailable as they were highly involved in contact 
tracking and tracing of Covid-19 patients. 
 Information bias in the questionnaire as the majority of the EHPs was involved in an 
outbreak in their respective wards which is not normally the case. 
 The disproportionate responses from the EHPs at the different Regions made it difficult to 
compare the practices of EHPs in the Regions. 
 Other stakeholders whom the EHPs work closely with such as Primary Health Care was 
omitted from the study.  Information relating to these stakeholders could have added 
another insight into the surveillance of diseases in the City of Johannesburg. 
 The study findings cannot be generalized to all EHPs as there are different reporting 
systems and practices in the metropolitans. 
 
5.7 CONCLUSION 
This chapter provided a discussion of the analysis and results of the knowledge, attitude and 
practices of EHPs on notifiable diseases. Results included the socio-demographic information of 
the participants, knowledge, attitude and practices of the EHPs about notifiable disease 
surveillance. The results of the study indicate a fairly good knowledge of the participant on 
notifiable diseases and a good compliance rate was noted among the participants.  The fair level 
of knowledge could be linked to the training provided by the City of Johannesburg. However, 
some gaps remain in certain domains of knowledge which should be highlighted in further training 
sessions. The results implied that there may be no uniformity and a lack of inconsistency between 
the different Regions and EHPs, however, the participants noted that there is a need to improve 
the current disease surveillance system. The positive attitude towards disease surveillance was 
encouraging to note. Recommendations and comments were requested from participants which 








RECOMMENDATIONS AND CONCLUSIONS 
 
6.1 INTRODUCTION 
The major aim of the study was to assess the knowledge, attitude and practices of EHPs to identify 
gaps and provide recommendations to improve the current disease surveillance. In this regard, the 
recommendations per objective are discussed that are linked to operational activities. 
 
6.2 RECOMMENDATIONS 
Based on the findings of the study and participants responses the following recommendations may 
be followed: 
 
6.2.1 Knowledge Management and Improvement 
Knowledge management which refers to the process of managing knowledge and information by 
developing, organizing and sharing of material within an organization (Girard & Girard, 2015) can 
benefit the EHPs in the City of Johannesburg. A multi-disciplinary approach involving key 
stakeholders can systematically strategies to disseminate essential and pertinent information to 
EHPs through a technological medium. This holistic approach will allow the organization to meets 
its goals and objectives and enable EHPs to make informed decisions on notifiable disease 
surveillance and reporting. Regular evaluations of systems should be conducted for quality 
assurance. This strategic approach will improve the inconsistencies and irregularities identified in 
this study within the different Regions and EHPs.  
 
6.2.2 Training and Development 
Inadequate and sporadic training was identified by many participants as a concern and the need 
for more training was suggested.  Well-structured and continuous training develops, empowers 
and motivates staff and improves their performance. EHPs may benefit from training and 
development programs by fostering staff engagement and communication to meet specified 
standards. Reinforcement of continuous training should include theoretical and practical work, 
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group activities, assignments followed with an assessment that is linked to continuous professional 
development points which is a compulsory requirement from the Health Professions Council of 
South Africa (HPCSA), R2309 of 1976 Regulations relating to the registration by Environmental 
Health Officers. In addition, coordinated orientation programmes for newly employed EHPs with 
scheduled follow-ups should be conducted to ensure consistency with legislation, policies and 
procedures. Comprehensive coordinated training sessions will improve on the knowledge gap of 
EHPs identified in the study. 
 
6.2.3 Development of SOP and guidelines 
As indicated by Lebelo (2018) the lack of guidelines and SOPS for the communicable disease 
could be a problem that is prevalent in the whole country. The findings of this study showed that 
there may not be a documented SOP for EHPs on notifiable disease surveillance and reporting. An 
SOP should be developed in line with Norms and Standards requirements, NICD standard 
operating procedures as well as the monitoring tool requirements of the City of Johannesburg. 
SOPs should be formulated together with EHPs and management as well as other key role players 
to allow for proper implementation by all EHPs. The SOP and guidelines will ensure consistency 
and uniformity in the practices of EHPs in the various Regions. The SOP should include: 
 basic knowledge 
 surveillance practices 
 list of notifiable diseases 
 Timelines for reporting 
 Role of EHP in outbreak response and investigation 
 Data management 
Other pertinent recommendations that were made included suggestions of a Service Level 
Agreement between private and public institutions for timeous reporting and specializing in one 
field instead of “being a jack of all trades”. A participant suggested that communication among all 
stakeholders dealing with disease surveillance should be strengthened. A significant comment 
made by a participant was that “roles between primary health and environmental health should be 
clarified” and that “EHPs should work closely with health facilities to develop a reporting tool and 




6.2.4 Policy Implications  
The policy implications for this study findings will be considered regarding the knowledge, 
attitude and practices amongst EHPS on notifiable diseases.  It has been long noted that compliance 
relating notifiable disease surveillance systems with health care professionals is below standards 
(Benson et al., 2018) which has far-reaching health implications for populations. This study is a 
call to action for management to develop a monitoring and evaluation framework to assess the 
notifiable diseases surveillance systems and practices of health care workers thereof. With the 
changing health sector reforms in South African and the implementation of a National Health 
Insurance System, a monitoring and evaluation program may be essential (NDoH, 2015). 
Assessing the reporting systems in the Department of Health will ultimately inform and improve 
the health information systems which enables the accuracy of data for policymakers and health 
planning. Quality of data, timeliness, accuracy and disease burden can be assessed. 
The knowledge, attitude and practices of environmental health practitioners of notifiable diseases 
in attaining effective disease surveillance are therefore of public health importance in the 
prevention and control of notifiable diseases.   
 
6.3 FUTURE STUDIES 
Future research studies may be recommended to assess and compare the knowledge, attitude and 
practices of EHPs in the different metropolitans and the country. The study can also assess the 
SOPs that are used by different metropolitans. 
 
6.4 CONCLUSION 
Communicable diseases pose a significant threat to public health. The role of an EHP in the 
surveillance and reporting of notifiable diseases and further preventing the spread of diseases was 
highlighted in this study. EHPs acknowledged this essential role and made suggestions for 
improving their knowledge and practices by requesting for continuous training. The EHPs showed 
an understanding of notifiable diseases but practices were not consistent with the knowledge and 
SOPs. An identified gap was seen in the irregularities of the practices of EHPs in the different 
Regions. These inconsistencies could be attributed to inadequate orientation and training of the 
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DEPARTMENT OF ENVIRONMENTAL HEALTH 
RESEARCH STUDY INFORMATION LETTER 
 




My name is Velisha Thompson. I would like to invite you to participate in a research study on 
“KNOWLEDGE ATTITUDE AND PRACTICES ON NOTIFIABLE DISEASES 
AMONGST ENVIRONMENTAL HEALTH PRACTITIONERS IN THE CITY OF 
JOHANNESBURG”. 
 
Before you decide on whether to participate, I would like to explain to you why the research is 
being done and what it will involve for you. I will go through the information letter with you 
and answer any questions you have. This should take about 10 to 20 minutes. The study is part 
of a research project being completed as a requirement for a Master’s Degree in Public Health 
through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to assess the KNOWLEDGE ATTITUDE AND 
PRACTICES ON NOTIFIABLE DISEASES AMONGST ENVIRONMENTAL HEALTH 
PRACTITIONERS IN THE CITY OF JOHANNESBURG.  
ANNEXURE 4: PARTICIPANT’S INFORMATION 
JHLETTEJDJDSJFKDLESHEET 
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Below, I have compiled a set of questions and answers that I believe will assist you in 
understanding the relevant details of participation in this research study. Please read through 
these. If you have any further questions I will be happy to answer them for you. 
 
1. DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to 
participate in the study. I will describe the study and go through this information sheet. If you 
agree to take part, I will then ask you to sign a consent form.  
 
2. .WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO 
PARTICIPATE? You will be expected to answer a questionnaire relating to the research 
topic and add any recommendations or suggestions if you like. The questionnaire may be 
completed in the comfort and privacy of your own home and handed to the Manager: 
Environmental Health once completed. 
 
3. APPROXIMATELY HOW LONG WILL MY PARTICIPATION TAKE? Your 
participation will take approximately 15 to 20 minutes to complete in total. 
 
4. WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you 
decide to participate, you are free to withdraw your consent at any time without giving a 
reason and without any consequences. If you wish to withdraw your consent, you should 
inform me as soon as possible. 
5. IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, 
OR PAYMENT DUE TO ME? You will not be paid to participate in this study and you 
will not bear any expenses. 
6. IF I CHOOSE TO PARTICIPATE, WHAT ARE THE RISKS INVOLVED? There will 
be no anticipated physical risk or discomfort to you if you are involved in this study. 
 
7. IF I CHOOSE TO PARTICIPATE, WHAT ARE THE BENEFITS INVOLVED? The 
results of the study will have significant public health implications as it will contribute to the 
body of knowledge of notifiable diseases in the field of Environmental health, which is 
relevant to your profession. You will have the opportunity to discuss your challenges and 
achievements and be involved in improving policies and procedures if necessary and request 
for further training and development. 
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8. WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? All 
reasonable efforts will be made to keep your personal information confidential and respect 
your right to privacy. This includes replacing your identifying personal information with a 
number that only I and my research supervisor will know. You will not be identified in any 
research reports that are published. Under some circumstances, such as when required to do 
so by a court of law, I may have to disclose your personal information. In addition, it may 
happen that your information will need to be reviewed by another organisation for quality 
assurance purposes. I will tell you about this if it happens. 
 
9. WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The 
results will be written into a research report that will be assessed. In some cases, results may 
also be published in a scientific journal. In either case, you will not be identifiable in any 
documents, reports or publications. You will be given access to the results of this if you 
would like to see them, by contacting me.  
 
10. WHAT WILL YOUR RESPONSIBILITIES BE, AS THE RESEARCHER? I will be 
responsible for the ensuring the data is accurate and the protection of all records that exist as 
a result of the study. All faculty guidelines and procedures will be followed and maintained 
including that of the City of Johannesburg. 
 
11. WHO IS ORGANISING AND FUNDING THIS RESEARCH STUDY?  The study is 
being organised by me, under the guidance of my research supervisor at the Department of 
Environmental Health at the University of Johannesburg. This study has not received any 
funding. 
 
12. WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was 
allowed to start, it was reviewed in order to protect your interests. This review was done first 
by the Department of Environmental Health, and then secondly by the Faculty of Health 
Sciences Research Ethics Committee at the University of Johannesburg. In both cases, the 
study was approved. 
 
13. WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this 
research study, its procedures or risks and benefits, you should ask me. You should contact 
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me at any time if you feel you have any concerns about being a part of this study. My contact 




Tel:  011 5821515 or 0824677918 
Email: velishat@joburg.org.za 
You may also contact my research supervisor: 
Thokozani Mbonane 
Email: tmbonane@uj.ac.za 
If you feel that any questions or complaints regarding your participation in this study have not 
been dealt with adequately, you may contact the Chairperson of the Faculty of Health Sciences 
Research Ethics Committee at the University of Johannesburg: 
 
Prof. Christopher Stein 
Tel: 011 559-6564 
Email: cstein@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more 
specific information about this research project information, have any questions, concerns or 
complaints about this research study, its procedures, risks and benefits, you should communicate 







ANNEXURE 5: PARTICIPANT’S CONSENT FORM 
 
DEPARTMENT OF ENVIRONMENTAL HEALTH 
RESEARCH CONSENT FORM 
KNOWLEDGE ATTITUDE AND PRACTICES ON NOTIFIABLE DISEASES 
AMONGST ENVIRONMENTAL HEALTH PRACTITIONERS IN THE CITY OF 
JOHANNESBURG. 
Please initial each box below: 
 
       I confirm that I have read and understand the information letter dated 15 February  
 
2020 for the above study. I have had the opportunity to consider the information, ask questions 
and have had these answered satisfactorily. 
                   I understand that my participation is voluntary and that I am free to withdraw from  
 
this study at any time without giving any reason and without any consequences to me. 
                   I agree to participate in the above research. 
 
 
_______________________       ___________________________________   




_______________________      ___________________________________  





ANNEXURE 6: STUDY QUESTIONNAIRE 
 
KNOWLEDGE ATTITUDE AND PRACTICES ON NOTIFIABLE DISEASES 





The purpose of this questionnaire is to evaluate the knowledge, attitude and practices on 
notifiable diseases of the Environmental Health Practitioners in the City of Johannesburg. 
PURPOSE: The information collected hereof will be used as part of a research study into the 
reporting systems of the notifiable diseases system. 
CONFIDENTIALITY: Please feel free to express your own opinion, you may not participate if 
you so wish or you may stop at any time in this study. Please note the answers you provide will 
be completely confidential and anonymous. There will be no reference to any individual in this 
questionnaire. 
Please state your opinion on the reporting systems of notifiable diseases in your Region. Kindly 














SECTION A: SOCIO DEMOGRAPHIC PROFILE 
1. GENDER:  
a. Male            
b. Female                 
 
2. AGE GROUP 
a. 20- 29       
b. 30-39       
c. 40-49       
d. 50 +        
 
3. What is your highest qualification? 
a. National Diploma      
b. BTech/Honours Degree     
c. Master’s Degree      
d. Doctoral degree      
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e. Other       
 
4. What is the number of years you are employed as an Environmental Health practitioner? 
a. 0-5 years       
b. 6-10 years       
c. 11- 15 years       
d. 16 years and more      
SECTION B: KNOWLEDGE ON NOTIFIABLE CONDITIONS, CONCEPTS AND 
SYSTEM 
1. What is a notifiable disease? 
a. a disease or injury that health professionals are legally required to   
report to public health authorities         
b. particular abnormal condition that negatively affects the structure   
or function of the body        
c. A disease that can be transmitted from one person to another   
d. All of the above         
2. Which of the following are not notifiable diseases? 
a. Cholera          
b. Meningococcal disease        
c. HIV/Aids          
3. Is there a difference between a case notification and an outbreak notification 
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a. Yes           
b. No           
4.  What is your role as an Environmental health practitioner in terms of notifiable diseases? 
a. collection, analysis trends and dissemination of data    
b. monitor environmental hazards to prevent outbreak of diseases    
c. investigate any reported notifiable disease or outbreak of disease   
d. collect data of notifiable diseases and analyses trends    
e. All of the above         
5. Is there a need for notifiable diseases to be reported? 
a. it is a core competency of Environmental health     
b. they pose significant public health risks that can result in  
disease outbreaks or epidemics       
c. Required by law         
d. None of the above         
6.  Why does information for notifiable diseases need to be collected? 
a. Identify and manage an outbreak of disease     
b. Identify the source of disease       
c. Monitor disease trends and inform strategies on disease prevention  
d. All of the above         
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SECTION C:  PRACTICES 
1. How long ago have you participated in investigation an outbreak of notifiable diseases? 
 a. 6 months ago         
b. 12 months ago         
c. More than 12 months        
d. Never           
 
2. How often is data collected from health facilities?  
a. once a month         
b. every 6 months         
c. Never          
3. How often do you receive notification in your ward? 
a. A day after it occurred        
b. A week after it occurred        
c. A month after it occurred         
4. What it the time frame for reporting on notifiable diseases in your Region? 
a. 1 day          
b.  2 days          
c. 3 day          
d. 4 days          
5. Is there any standard operating procedure for notifiable diseases in your Region? 
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a. Yes           
b. No           
SECTION D: ATTITUDE  
1. Where do you get your information relating to nofiable diseases? 
a. Internet          
b. Library books/Journals        
c. Training and workshops arranged by City of Johannesburg   
2. How often do you draw action plans to address the disease burden in your ward? 
a. once a month         
b. every 6 months         
c. Never          
3. Do you think it is important to review the disease surveillance of the City of Johannesburg 
on a regular basis? 
a. Yes           
b. No           
ANY RECOMMENDATIONS/SUGGESTIONS TO IMPROVE THE DISEASE 











NOTIFIABLE DISEASES IN SOUTH AFRICA 
The following diseases are notifiable in South Africa: 
Category 1: (requires immediate reporting) 
Acute flaccid paralysis 





Enteric fever (typhoid or paratyphoid fever) 
Food borne disease outbreak* 









Respiratory disease caused by a novel respiratory pathogen** 
Rift valley fever (human) 
Smallpox 
Viral haemorrhagic fever diseases*** 
Yellow fever 
Acute flaccid paralysis 
 
Category 2: (notified through a written or electronic notification to the Department of Health 
within seven (7) days of diagnosis) 




Congenital rubella syndrome 
Congenital syphilis 








Maternal death (pregnancy, childbirth and puerperium) 
Mercury poisoning 
Soil transmitted helminths (Ascaris Lumbricoides, Trichuris trichiuria, Ancylostoma 




Tuberculosis: multidrug-resistant (MDR-TB) 
Tuberculosis: extensively drug-resistant (XDR-TB) 
Category 3:  (notified through a written or electronic notification to the Department of Health 
within 7 days of diagnosis) 
Ceftriaxone-resistant Neisseria gonorrhoea 
West Nile virus, Sindbis virus, Chikungunya virus 
Dengue fever virus, other imported arboviruses of medical importance 
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Salmonella spp. other than S. Typhi and S. Paratyphi 
Rubella virus 
Shiga toxin-producing Escherichia coli 
Shigella spp 
Category 4: (notified through a written or electronic notification to the Department of Health 
within 1 month of diagnosis) 
Healthcare-associated infections or multi-drug resistant organisms of public health importance 
Carbapenemase-producing Enterobacteriaceae 
 Vancomycin-resistant enterococci 
 Staphylococcus aureus: hGISA and GISA 
Colistin-resistant Pseudomonas aeruginosa 
Colistin-resistant Acinetobacter baumanii 
Clostridium difficile 
Source: National Institute for communicable diseases (NICD, 2020). 
